. The syndrome is very easily recognized in the neonatal period, but when the condition is not known, a misdiagnosis of mandibulofacial dysostosis or unspecified first arch syndrome is usually made. We consider that accurate diagnosis is important for the correct management of children with Goldenhar's syndrome. We have seen 3 cases over a period of 4 years, and believe that the condition may be commoner than is generally considered. colobomatous notch in both upper eyelids at the junction of inner third and outer two thirds (Fig. 1) . Fleshy dermoid tumours filled the lower outer quadrant of each eye, encroaching on the corneal edges. The eyes had a slight antimongoloid slant. A polyp protruded from an enlarged left nostril and bilateral preauricular appendices were present. Skull x-rays showed calcification in the upper part of the falx cerebri. The cochleae and mastoid air cells could be discerned. X-rays of cervical and dorsal spine showed a sagittal cleft of the 5th dorsal vertebral body. Chromosome studies revealed a normal male karyotype (46,XY). The nasal polyp was removed and histologically was found to be covered by epidermis with adipose and fibroconnective tissue composing the stalk. Her 29-year-old mother was in good health and there was no parental consanguinity. 4 older sibs were all normal and thriving. After a spontaneous vertex delivery there was difficulty in establishing respiration, and the Apgar score was only 3 at 1 minute. Intubation was attempted, but this was unsuccessful because of an abnormal laryngeal structure. A tracheostomy at the age of 10 minutes was followed by rapid improvement.
FIG
Many abnormalities were present. There was a marked right-sided facial hypoplasia involving maxilla and mandible with an associated torticollis. A coloboma involved the left upper eyelid and a lipodermoid encroached onto the comea on the right side. The right ear was malformed and hypoplastic with complete atresia of the extemal auditory meatus. The left ear appeared normal apart from a preauricular appendix. The right half of the tongue was absent and there was a cleft of the soft palate. A cardiac murmur was considered to be significant and due probably to a persistent ductus arteriosus. At subsequent laryngoscopy the epiglottis and laryngeal inlet were very small and difficult to expose being situated high up under the tongue and deviated to the left. A normal female karyotype (46,XX) was shown. Skull x-rays revealed a large parietal bony defect and a smaller one in the frontal region (Fig. 2) . X-rays of the cervical spine showed multiple hemivertebrae. Bottle feeding was unsuccessful and the child had to be tube fed. Recurrent chest infections occurred which responded poorly to antibiotics and she eventually died at 5 weeks. Permission for necropsy was not obtained.
Case 3. In 1972 a boy weighing 2280 g at 38 weeks' gestation was bom to healthy parents, aged 30 and 31 ison, and Douglas years. The membranes had been ruptured for 55 days but the pregnancy was otherwise uncomplicated. It was noted at delivery that the baby was abnormal. The face was asymmetrical due to left-sided facial hypoplasia and absence of the ramus and condyle ofthe left mandible (Fig. 3a) . There was micrognathia, macrostomia, a high palatal vault, and a short lower labial frenum with a degree of bifid tongue. The combination of a receding chin and malar hypoplasia gave a parrot-like visage (Fig.  3b) Feeding difficulties and a respiratory infection resulted in repeated hospitalization in the first 4 months. In spite of this his developmental progress has been satisfactory, and at 6 months of age he has shown some auditory responses to loud noises. 
Discussion
These 3 cases have in common epibulbar dermoids, auricular appendices, and vertebral anomalies which are the hallmarks of Goldenhar's syndrome (Gorlin and Pindborg, 1964) . In addition, each case shows other abnormalities which serve to emphasize the wide variety of malformations occurring in this syndrome (Table) .
Pregnancy and delivery were uncomplicated in all 3 cases, but Cases 1 and 3 were below the fifth centile in weight for gestation (Thomson, Billewicz, and Hytten, 1968) . Very few published reports of Goldenhar's syndrome give information on birthweight and gestation, but Smithells' (1964) case was also small-for-dates, suggesting that intrauterine growth retardation may be a feature of the condition. In the neonatal period 2 of the infants had severe feeding difficulties and required tube feeding. Both The epibulbar dermoids are one of the most worrying features of the syndrome in that they may encroach onto the cornea and extend deeply into the orbit making surgical excision difficult. Removal of the left dermoid in Case 1 resulted in progressive fibrosis which extended onto the cornea and also caused an internal strabismus. The utilization of a corneal-scleral lamellar graft after the removal of the right dermoid may be the explanation for the lack of similar complications on that side. Colobomata of the upper eyelids are said to occur in 60% of cases, and it is interesting that these were responsible for imperfect corneal cover in Case 1 and required repair to avoid exposure keratitis. Sugar (1966) and Bowen et al. (1971) have described corneal anaesthesia accompanying Goldenhar's syndrome, which may be responsible in some cases for recurrent keratitis and scarring.
Our 3 cases show the range of ear abnormality to be seen in this condition: from preauricular appendices alone to any combination of abnormalities of the external, middle, and inner ear. All children with Goldenhar's syndrome should be considered to be 'at risk' for hearing impairment and kept under regular surveillance until they can be shown to have nomal hearing.
A wide variety of skeletal abnormalities occurred in our cases. All showed some vertebral anomaly of a severity varying from an occult cleft of a single vertebral body to multiple hemivertebrae producing clinical deformity. In addition, Case 1 had some calcification of the falx cerebri, Case 2 showed parietal and frontal bony defects in the skull, and Case 3 had hypoplasia of a first metacarpal and aplasia of the left ramus of the mandible. We agree with Gorlin and Pindborg (1964) that bony anomalies are probably more frequent than previously reported in this condition.
Embryologically the syndrome is thought to arise by some abnormal process affecting the mesoblast which induces the branchial and vertebral systems (Gorlin and Pindborg, 1964 (Smith, 1970) , and future pregnancies would be at risk if either parent showed any evidence of the disorder. The prognosis for future intellectual capacity is good in Goldenhar's syndrome as mental retardation occurs in only 10% of cases (Gorlin and Pindborg, 1964) and then is usually of mild degree. 
